Caritas Case Management Self-Sufficiency Program

300 South 15th Waco, Texas 76701
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Veterans Case Management Program


(Please Print)
CASE #______________________         DATE: ________________

NAME: _____________________________________________________________
ADDRESS: _________________________________________________________
PHONE #____________________ALTERNATE PHONE #___________________

E-MAIL ADDRESS: ____________________________


SOCIAL SECURITY NUMBER # __________________________
HOW LONG AT CURRENT ADDRESS: ____________
Please provide the following information on all persons living in your household, including yourself: 
	Name
	Relationship
	Age
	DOB
	Race
	Grade level
	 Income 

 
	SS #


	   Source    
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	


1.  Are you:     Married:
     Divorced: 
    Separated: 
 Single:

2.  Do you have any record of arrest, conviction or outstanding warrants?  
  Yes 

    No


     If yes, please explain:    __________________________________________________________________________________________________________________________________________
3.  Are your living conditions safe? ______    if not, please explain:

4.  Is there adequate space for all household members?   Yes

   No


    If not, please explain:
5. Is anyone in your home a Veteran other than yourself  ?


 If yes who?




Please provide the following employment information, starting with your most recent place of employment:

1.  Employer: ____________________________________________________________
Address: ___________________________________________________________                                                         

Telephone: __________________________Supervisor:_____________________
 Job Title: ______________________________
Date employed: ___________________________

Hourly salary: ______________Starting salary: _________________
Final salary: _____________

 Reason for leaving: __________________________________________

    Brief description of work performed: ___________________________________
_____________________________________________________________________

2.  Employer: ____________________________________________________________
Address: ____________________________________________________________                                                             

Telephone: _________________________Supervisor:______________________
     Job Title: _______________________ Date employed: ____________________
     Hourly salary: ________Starting salary: _________Final salary: ___________
     Reason for leaving: _________________________________________________

     Brief description of work performed: __________________________________
____________________________________________________________________
     
1.  WHAT IS YOUR MODE OF TRANSPORTATION? _______________________________
2.  IS PUBLIC TRANSPORTATION ACCESSIBLE TO YOU?_________________________

1. DO YOU OR OTHER FAMILY MEMBERS HAVE HEALTH NEEDS?  

 Yes:

    No:


     If so, what are they? ________________________________________________
___________________________________________________________________
                                                                                                                                                                    

1.  DO YOU HAVE A MONTHLY BUDGET? _____________________

Please provide monthly amounts of resources currently receiving and paying:
	RESOURCES
	 AMOUNT RECEIVE
	AMOUNT PAY

	WAGES
	
	

	CHILD SUPPORT
	
	

	SOCIAL SECURITY
	
	

	SSI
	
	

	FOOD STAMPS
	
	

	AFDC
	       
	

	WIC
	
	

	UNEMPLOYMENT
	
	

	GRANTS
	
	

	LOANS
	
	

	WORKMANS COMP
	
	

	RENTAL INCOME
	
	

	OTHER
	
	

	TOTAL
	
	



DESCRIBE WHAT YOU WANT TO ACCOMPLISH MOST. 
 STATE DATE(S) TO BE ACCOMPLISHMENT AND/OR COMPLETED.

	
	GOAL
	TARGET DATE

	CAREER (EMPLOYMENT)


	
	

	EDUCATION


	
	

	FAMILY


	
	

	OTHER


	
	


  TO WHAT EXTENT ARE YOU WILLING TO TAKE ACTION TO ACCOMPLISH YOUR 

 GOALS: _____________________________________________________________
      _____________________________________________________________________
      WHAT ARE SOME GOALS YOU HAVE SET AND ACCOMPLISHED IN THE PAST?

 ____________________________________________________________________
      _____________________________________________________________________
DESCRIBE THE PRESENTING PROBLEMS/ISSUES WHICH CAUSED PARTICIPANT TO SEEK SERVICES:

__________________________________________________________________________________________________________________________________________

DOES YOUR FAMILY HAVE ANY BARRIERS (i.e., lack of education, substance abuse, etc.)?    Yes:

     No:

If yes, list and explain below:
__________________________________________________________________________________________________________________________________________
What are your strengths?  

What are your weaknesses?
 __________________________________________________________________


CASE MANAGEMENT SERVICE PLAN

	I.  GOALS (List education goals, employment goals, and any applicable goals for

                     areas relating to income/finances, housing, health, family,

                      Social/interpersonal, etc.)


EDUCATION:

Short term:
Long term:
What services or resources are needed to achieve these goals?

_____________________________________________________________________

EMPLOYMENT:

Short term:
Long term:
What services or resources are needed to achieve these goals?

OTHER:

Short term:
​​​​​Long Term:


What services or resources are needed to achieve these goals?
By signing below I 




 give permission to Caritas of Waco to share and receive any information with other individuals and agencies or organizations in order to provide case management services and secure resources on mine and my family’s behalf for the duration of (2) years .I understand that the information will be held in strict confidence and shared only when necessary to ensure success in the program. I certify that all information provided are true and correct to the best of my knowledge.
Client signature: ________________________________
Date: ____________
 
Case Manager’s Signature:  __________________________
Date: ____________________                          

III. EMPLOYMENT














IV. TRANSPORTATION





V.  HEALTH/NUTRITION





VI. FINANCIAL INFORMATION





VII. GOALS AND OBJECTIVES


GENERAL SELF-PERCEPTION
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“This program is supported by a grant from the Texas Veterans Commission Fund for Veterans’ Assistance. The Fund for Veterans’ Assistance provides grants to organizations serving veterans and their families.”


